MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . B63-035804.

DEPARTMENT OF PUBLIC HEALTH AND WE -4

. STATE FILE NUMBER
Registration District No. __Jfohfd ~——-Primary Registration District No. 300 ---__-_I!eqiamr s No. _IZ_Z‘.:A A
DO NOT WRITE AMENDED :
ON THIS STUB E =0T Iqu

1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Where deceesed lived. If institution: Residence before

COUNTY . STA . COUNTY L
a Greene s STATE  ssourt * “NGreene adriviasion)

b. Cé‘l"!Y {If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b ¢. CITY

V§ 300

Inside Limits

OR .
W spyingfield "™ Springfield Yot Noflly

¢. FULL NAME OF (If NOT in haspital, give jocation) Inside Limits d. EI;%EEE‘LS (I cutside, give tocation) Reside on Farm
. R i

HOSPITAL, OR

INSTITUTION Baptist Hospital Yey[3 No (J RFD#10 Rox 680 Yes 0 No ="

3. NAME OF DECEASED First Middla Last 4. DATE Month Day
(Type or print)

DATE AMENDED

Year

CF
Jesse Dell Powell DEATH  September 22, 1963

5. SEX 6. COLOR OR RACE 7. Marrisfif Nover Married [] |8. DATE OF BIRTH | 9 AGE (loat birthday) | IF UNDER | YEAR IF UNDER 24 HR

i 2 Months Days Hours Min.

Male White Widowed O Dherd O 11/31/1894 | 69 |

102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE {City and state or country] | 12. CITIZEN OF WHAT COUNTRY
duEng m nf of wnrkmg life, aven if retired)

ngin Retired - Missouri USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Ben Powell
15. WAS DECEASED EVER IN U.S, ARMED FORCES? 14 SOCiAl SECURITY . | 17. INFORMANT Address

[Yes, .ng, or unknown) | {If yes, give war or dates off \
Yes [V T Vinnie Powell (Wife)Rt.l __Sgr_in&ﬁj.g_l..d;ﬂg .
| 8. CAUSE OFPDEA‘III [Enter anly one cause per lina for (a)/{q, and (<} B O;ERVAL BDEEEEE:'J

ART L. DEATH WAS CAUSED BY: f—/
HAMEDIATE CAUSE (2) ,ﬂ/ WM/ W//

Conditions, if any, OUE TO (b)

DOCUMENT .

stating- the under-
lying causs fast. DUE TO (<)

. fomale  wes
PART 1. OTHER SIGNIFICANT CONDI'IIDNS CONTRIBUTING TO DEATH but not related to the terminal PART 1), I¥f decaased was

dizesss condition given in PART 1 {a) thars a pragnancy in last 90 doys.
lD‘l’es l A Neo I O Urnknown

19. WAS AUTOPSY | 208 ACCIDENT SUICIDE HOMICIDE Z0b. DESCRIBE HOW_INJURY OCCURRED. (Enter neture of injury in PART | or PART 11-of item 18.)
PERFORMED? [m] w] 0
YESJ NO[OO

20c. TIME OF  Houl  Monih, Day, Year |
{NJURY a.m.
p.-m.

20d. INJURY- QCCURRED 0e. PLACE OF INJURY [e.g.,:in or about home, | 20, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, foctory, sireet, office bldg., etc.)
NOT WHILE AT WORK.[J

ded the d from. C: é‘ 9/22/63 and’ last :awdmlive on AP !

7 :20 / P' m on the date stated above, and to the best of my knowledge, from the cfses stated.

(Deg title) 5. ADDRESS 1211 S. Glenstone Z2c. DATE SIGNED
)7?, 7;), A& //Q ~Springfield, Missouri m;

"F3a. BURIAL, CRENATION, | 23b. DATE T3 NAME OF CEMETERY OR CREMATORY 734, LOCATION (City, tawn, or county) {Srarel
REMOVAL (Specify)

Gregnlaﬂn_ﬂe.mgtgr?___
B;:?E;J?J}RAL DIRECTOR 9/ 25[63 ADDRESS 25. DATE RECD. BY LOCAL REG,

Klingner Mortuary  Springfield, Mo, Jo-d-4 3
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MEDICAL CERTIFICATION

USE BLACK INK
SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by T

Student Embalmer No.

or by

working‘ under my personal supervision. ’ q
Student. si 7 o~ '/c}/éflq PN
. ) Z

Signature of.Student Embalmer
) Licensed Embaimer Nr;)z/&J 2"

Y ..P' 0. Address_éﬁam&%&:@%
. i y . L . i

H Note: The above MUST BE SIGNED BY THE LICENSED EM‘BALMER in. his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license), .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
*If.this body is not embalmed, fact should be so stated abovel - ¥ * .

w




